general rather than specific terms, Thus, faculty are permitted fleXibility in both the content presented and the emphasis placed on the various content areas.
In adult physical dysfunction, the variation in clinical practice that we observed among facilities made us seriously question our course offerings. For example, some Level II fieldwork centers requested that students read textbooks in areas of specialization before beginning their affiliation. Also, after the conclusion of their Level II fieldwork and having seen occupational therapists use physical agents such as ultrasound, students asked faculty why such topics had not been included in the curriculum. Before responding to these and other instances by reVising course content, we embarked on a study of professional curricula to identify (a) the core adult physical dysfunction content, (b) the emphasis placed on various content areas, and (c) the opinions and pelTeptions of faculty relative to instructional issues.
Background
For occupational therapy educators, curriculum design (Breines, 1987) and content determination (Bazyk, 1986) are recurring tasks. Johnson (1974) stated that these activities should be gUided by the work that entry-level therapists will have to perform. The question is, who determines what entry-level therapists should be prepared to dOl Various attempts have been made to determine entry-level reqUirements and, thus, professional education content. In a recent evaluation of pediatric content in educational programs (AOTA, Commission on Education, 1989), both pediatric occupational therapists and faculty of profeSSional-level academic programs were surveyed. On the basis of the results of the survey, a recommendation was made to identify specific pediatric course content that would be incorporated in the revised Essentials (AOTA, 1983) .
In two studies, the team of Eliason and GohlGiese (Eliason & Gohl-Giese, 1979; Gohl-Giese & Eliason, 1986 ) investigated the similarities between therapists' academic preparation and their clinical practice. In their 1979 study, they found a discrepancy between the treatment activities therapists had been taught during their academic preparation and the treatment activities they were using in clinical practice. They found a tendency among therapists to use treatment methods more closely associated with other professions, especially physical therapy. In their follow-up study (Gohl-Giese & Eliason, 1986) , the authors found that "occupational therapists use fewer craft activities in both mental health and physical dysfunction and that physical dysfunction therapists have increased their use of nonactivity physical modalities, possibly without formal academic preparation" (p.149). Maurer, Buckner, and Dean (1986) found much overlap in the use of evaluations and treatment modalities between occupational therapists and physical therapists, specifically in the area of adult physical dysfunction. Nelson (1986/1987 ) studied occupational therapy practice with persons with physical disabilities_ They found that therapists tended to put equal emphasis on treatments for recovery of physical function and adaptation to disability, to use the biomechanical and rehabilitation approaches approximately 90% of the time, and to emphasize self. care activities over other activities (e.g., work, recreation) when using the rehabilitation approach.
Two surveys of occupational therapy curricula were conducted to ascertain the inclusion of specific educational content. Payne, Greer, and Corbin (1988) focused on sexual functioning content in academic programs and found that 88% (n = 44) of the respondents included content about adapted functioning but varied greatly in their emphasis on the topic of sexual functioning. Strasburg and Gingher (1986) examined gerontology instruction and concluded that students received inadequate preparation to meet the service needs of the elderly.
Although many studies have been conducted to determine entry-level curriculum content and what occupational therapists do, no study has specifically addressed adult physical dysfunction. We conducted the present study to examine the use of topics in adult physical dysfunction and to proVide this information for use in the making of important curriculum decisions.
Method
Portions of an instrument developed by Maurer et al. (1986) were used as a foundation, along with comments from other faculty in the occupational therapy department of Virginia Commonwealth University in Richmond, Virginia, to develop a questionnaire to solicit information from adult physical dysfunction faculty in six major areas: (a) program description; (b) medical condition coverage; (c) general approaches to evaluations and treatment (lecture and laboratory time), organized according to Trombly's (19893) categories of biomechanical, neurodevelopmental, and rehabilitative approaches; (d) specific evaluations (whether presented with major, moderate, or minimal emphasis or not presented because of insufficient time or inappropriateness for entry-level occupational therapy); (e) specific treatment techniques and modalities (same determination of emphasis as for specific evaluations); and (f) general faculty opinions and perceptions.
Letters requesting participation in the study were sent to the chairs of all 66 accredited occupational therapy programs in the United States. The chairs were asked to identify one person on their faculty who was most familiar with adult physical dysfunction content and to whom the questionnaire should be sent. The questionnaires were then sent to these faculty members_ Postcard reminders were sent to those who were late in responding.
Results
Of the 66 academic institutions offering professionallevel education, responses were received from 28 institutions representing 33 curricula (27 undergraduate programs, 6 graduate programs). By geographic region, 3 of the 7 institutions in the western region, 12 of the 31 institutions in the central region, and 13 of the 28 institutions in the eastern region responded. Although the response rate (42%) was low, characteristics of the sample were similar to the population and, thus, some trust can be placed in the results.
When asked to identify which model, theory, or frame of reference they used to integrate the physical dysfunction course work, 18 respondents specified a single model. The biomechanical/neurodeve]opmental/rehabilitative approach (Trombly, 1989a) was the model most frequently identified, with 7 programs citing it as the only model used and 20 programs specifying it as one of the models used. The ModeJ of Human Occupation (Kielhofner & Burke, 1980) was the second most popUlar choice (n = 9) for those programs citing more than one model used, whereas occupational performance (AOTA, 1972) was the second most popular choice (n = 6) among those citing just one model used. A total of 45 textbooks were listed by the respondents as being reqUired for adult physical dysfunction courses. The range of textbooks used for the baccalaureate programs was 1 to 9; for the postbaccalaureate programs, 1 to 7. The textbooks most often used were Trombly's (1989a) Occupational Therapy for Physical Dysfunction (n = 22); Pedretti's (1981) Occupational Therapy: Practice Skillsfor Physical Dysfunction (n = 21); Siev, Freishtat, and 201tan's (1986) 
Medical Conditions
The number of curricula devoting class time to the 28 medical conditions listed in the questionnaire ranged from 11 for gastrointestinal disorders to 30 for cere· brovascular accident (CVA), burns, myocardial infarction, peripheral nerve injuries, and tendon repairs (see Table 1 ). Mean class time devoted to medical conditions ranged from 0.2 hr for heart transplant to 8.6 hr for CVA. Total time devoted to medical conch· tions averaged 60.8 hr, with a maximum of 220 hr for a single program. Twenty-five medical conditions not included on the questionnaire were added by the reo spondents; no more than four curricula added a spe· cific condition.
General Approaches to Evaluation and Treatment
Mean lecture time for the individual topics listed under the three approaches (i.e., biomechanical, neurodevelopmentaJ, and rehabilitative) ranged from 0.1 hr each for the neurodevelopmenral approach as it applied to weaVing, ceramics, woodworking, and The American Journal of Occupational Therapy minor arts and crafts to 4.7 hr each for the biomechanical approach as it applied to the teaching of splinting for those with an intact central nervous sys· tern (see Table 2 ), The average laboratory time ranged from 0.2 hr for driVing, which falls under the rehabilitative approach, to 6.8 hr for the teaching of splinting to those with an intact central nervous system, which falls under the biomechanical approach, The average number of hours spent in lecture was 609 hr, with 21.2 hr spent on topics related to the biomechanical approach, 27,8 hr on topics related to the neurodevelopmental approach, and 11.9 hr on topics related to the rehabilitative approach The corresponding average number of hours spent in the laboratory (70,2 hr total) were 29,3 hr, 252 hr, and 157 hr, respectively,
SpeCific Eualuations
The respondents were asked to estimate the instructional emphasis placed on a series of specific evaluations categorized by type. A forced-choice response with one of the following answers and its accompanying point value was required: major emphasis (1), moderate emphasis (2), minimal emphasis (3), not presented because of insuffiCient time (4), and not presented because inappropriate for entry-level occupational tberapist (5) . The results of these evaluations are presented in Table 3 ,
specijic Treatment Techniques and Modalities
The respondents were also asked to estimate the in· structional emphasis placed on a variety of treatment techniques and modalities using the same forcedchoice responses and rating scale as described above. The results are presented in Table 4 .
Faculty Opinions and Perceptions
Opinions and perceptions of faculty relative to physical dysfunction instruction at their institutions were solicited, Faculty were asked whether they strongly disagreed, disagreed, agreed, or strongly agreed with seven statements Table 5 shows the distributions of opinions and medi3n ratings.
The respondents were given space on the ques· tionnaire to identify adult physic31 dysfunction con· tent areas not included, Additions were few, with no more than 4 respondents indicating the same addi· tion, With so few additions, the questionn3ire appears to have reflected the range of what is being taught to professiona I·level students Discussion Students are expected to receive some preparation regarding the "effects of health and illness on person No/e. ROM = range of motion. CNS = central nervous system. PNF = proprioceptive neuromuscular facilitation.
a Number of curricula teaching this content. "Mean for all 30 curricula, including those who devote no time to this content.
and society" (AOTA, 1983, p. 819) in their profeswith eVA in the United States (American Heart Assosional education. In the present study, as one might ciation, 1988), the fact that it is "the single most comexpect, eVA was the condition to which curricula demon diagnosis among patients seen by the occupavoted the most class time. The prevalence of persons tional therapist in clinics for the treatment of physi- Glasg~w Coma Scale (Jennett & Teasdale, 1981) 220 Role Checklist (Oakley, 1982) 2.43
Inlerest Check List (M~tsutsuyl.l, 1969) 250 Detroit Test of Learning Aptitude (Hammill, 1985) 394 cally disabled adults or in home care practice" (Trombly, 1989a, p. 454) , and the complex sequelae of the condition (i.e., motor, sensory, perceptual, cognitive, and language impairments) would seem to dictate that it be emphasized in curricula. LikeWise, one or more of the same criteria of condition prevalence, occupational therapy traditional service, and condition compleXity can justify the inclusion of and emphasis on spinal cord injury, diseases of aging, head trauma, rheumatoid arthritiS, burns, and myocardial infarction.
Because of the seriousness of chronic pain con-
The Americanjournal o/Occupational Therapy ditions (Cailliet, 1983, p. 206 ) and the growth of industrial rehabilitation programs to serve patients with these conditions (Ogden-Niemeyer & Jacobs, 1989), faculty should perhaps consider increasing the time devoted to chronic pain. One medical condition notably absent from professional curricula was AIDS. Only 4 respondents added AIDS on the write-in portion of their questionnaire, but we anticipate that as therapists treat more patients with AIDS and as more is learned about the functioning of these patients, more curricula will include content on AIDS. Gastrointestinal disorders, renal disorders, and heart transplant were the only medical conditions on the questionnaire that were addressed by less than 50% of the respondents.
Many interesting observations can be made about the general evaluation and treatment data. More faculty are devoting more lecture and laboratory time to joint range of motion and strength involving the upper rather than the lower extremity, as one would expect. Because 70% of the respondents devoted laboratory time to lower extremity joint range of motion and less than 70% devoted lecture time to lower extremity joint range of motion and strength, we are concerned that some therapists may be unprepared to intervene with lower extremity conditions that interfere with function. More information is needed to understand why this content is being omitted.
Less than 50% of the respondents devoted time to application of the biomechanical approach, with two exceptions: (a) lecture and laboratory time for splinting for those with an intact central nervous system and (b) laboratory time for woodworking and minor arts and crafts. This finding, along with the finding that therapeutic activities both with and without an end product are emphasized equally, supports Gohl-Giese and Eliason's (1986) findings that the use of traditional occupational therapy activities is decreasing. Although sensory integration had the highest these topics. Such findings suppon Gohl-Giese and maximum number of lecture and laboratory hours re- Eliason's (1986) supposition that occupational theraponed under the neurodevelopmental approach, the piSts using these modalities are doing so "without number of curricula that included this content was formal academic preparation" (p. 149) low. The Bobath (1978) theory received the highest Although the medians for the items under the mean hours for lecture and laboratory. The high maxneuromuscular/sensorimotor treatment category inimum number of hours e1evoted to sensory integration dicate a strong emphasis on each technique, the orwith such a low frequency may indicate that this is a dering of the techniques is interesting. Because most popular method of evaluation and treatment in some traditional occupational therapy activities include curricula. some type of tool or implement (e.g., a hammer, a We found it disconcerting that relatively few utensil) that adds resistance to action or an active hours were spent on cognition and perception, as motion, one would expect resistive or active exercise compared with the total number of hours spent for to receive the greatest emphasis. The results indicate motor therapies. Cognition and perception are comthat resistive exercise does receive the greatest emplex topics and are often problem areas in patients phasis, progressing from more active to less active with CVA and head trauma. This imbalance may exist movement. because faculty members believe occupational therapy's role lies more in remediating motor problems Study Limitations than cognitive or perceptual problems.
Concerning specific treatment techniques and This study had several limitations. Data were obtained methods, we noted the importance that faculty placed from only 28 of 66 academic institutions offering proon physical therapy modalities. None of the items fessional-level education. Additionally, curricula and under the heat/cold treatment category had medians courses can change dramatically and frequently. Our indicating more than minimal emphasis, with ultraresults, therefore, can only reflect what was occurring sound falling between the ratings of nol presented at the time of the data collection (fall }987). Finally, because of insuffiCient time and not presented bewe do not know to what degree the respondents recause inappropriate for entry-level occupational lied on other course instructors for specific input to therapist. Under the miscellaneous treatment catecenain items rather than their own estimation, panicgory, both electrical stimulation and hydrotherapy ularly for items that may overlap with courses in pedihad medians reflecting insufficient time to include atrics, geriatrics, and treatment modalities and skills.
